T he patient was 68-year-old man with highly symptomatic paroxysmal atrial fibrillation. Transoesophageal echocardiography was performed to confirm no left atrial embolism, and contrast-enhanced 64-row multidetector computed tomography (MDCT) was performed to clarify the anatomic forms and routes of pulmonary veins (PV) before ablation ( Figure 1A ). The circumferential ablation procedure was performed using electroanatomical mapping ( Figure 1B ). Radiofrequency catheter energy was delivered with a closed irrigation cool-tip ablation catheter. The patient was kept on oral anticoagulation with a controlled international normalized ratio between 2 and 3 after ablation. The patient continued to display the symptoms of exercise intolerance and fatigue although free of atrial fibrillation after PV catheter ablation. The MDCT angiography was performed, and revealed the obstruction of left inferior PV ( Figure 1C ). The echocardiographic tricuspid regurgitant jet velocity remained grading mildly (1.8 m/s) after PV ablation, and the estimated pulmonary artery systolic pressure was not high. The left atrium was entered by the transeptal technique, and the angioplasty of obstructive left inferior PV was performed with dilatation and stenting ( Figure 1D through 1F) . The echocardiographic finding was not changed between before and after PV angioplasty, but the PV angioplasty improved the perfusion remarkably on the lower lobe of left lung ( Figure  2 ). On the other hand, the stenosis of right inferior PV was seen on the MDCT angiography after PV ablation, but the intervention was not involved because of no significant perfusion defect on this area. PV occlusion is a clinically significant complication associated with radiofrequency catheter ablation of atrial fibrillation, which was reported to be 0.3% and 1.3%. 1 PV intervention is a most effective to improve the lung perfusion, 2,3 but the intervention early Figure 1. The 64-rows MDCT before pulmonary vein (PV) catheter ablation. (A), Electroanatomical mapping during PV ablation. (B), Multidetector computed tomography (MDCT) after PV ablation. (C), PV intervention and stenting on PV angiography (D, E), and MDCT after PV intervention following PV ablation (F).
T he patient was 68-year-old man with highly symptomatic paroxysmal atrial fibrillation. Transoesophageal echocardiography was performed to confirm no left atrial embolism, and contrast-enhanced 64-row multidetector computed tomography (MDCT) was performed to clarify the anatomic forms and routes of pulmonary veins (PV) before ablation ( Figure 1A ). The circumferential ablation procedure was performed using electroanatomical mapping ( Figure 1B ). Radiofrequency catheter energy was delivered with a closed irrigation cool-tip ablation catheter. The patient was kept on oral anticoagulation with a controlled international normalized ratio between 2 and 3 after ablation. The patient continued to display the symptoms of exercise intolerance and fatigue although free of atrial fibrillation after PV catheter ablation. The MDCT angiography was performed, and revealed the obstruction of left inferior PV ( Figure 1C ). The echocardiographic tricuspid regurgitant jet velocity remained grading mildly (1.8 m/s) after PV ablation, and the estimated pulmonary artery systolic pressure was not high. The left atrium was entered by the transeptal technique, and the angioplasty of obstructive left inferior PV was performed with dilatation and stenting ( Figure 1D through 1F) . The echocardiographic finding was not changed between before and after PV angioplasty, but the PV angioplasty improved the perfusion remarkably on the lower lobe of left lung ( Figure  2 ). On the other hand, the stenosis of right inferior PV was seen on the MDCT angiography after PV ablation, but the intervention was not involved because of no significant perfusion defect on this area. PV occlusion is a clinically significant complication associated with radiofrequency catheter ablation of atrial fibrillation, which was reported to be 0.3% and 1.3%. 1 PV intervention is a most effective to improve the lung perfusion, 2,3 but the intervention early after PV occlusion is important for the improvement of lung perfusion. 1 Multidetector computed tomography angiography would be useful for the silent patient's care after PV ablation following atrial fibrillation. 
